Examined the initial impact and subsequent adjustment to the diagnosis of insulin-dependent diabetes mellitus (IDDM
Insulin-dependent diabetes mellitus (1DDM) is a lifelong metabolic disorder requiring a complex treatment regimen of insulin by injection, diet, and exercise to approximate a normal metabolic state. Although current treatment regimens have greatly improved the health status of people with IDDM, the condition is still associated with significant morbidity and mortality. Given the seriousness of the illness and the intrusiveness and chronicity of the treatment requirements, it is not surprising that children with diabetes and their families are considered at risk for psychosocial and family dysfunction.
Studies confirm mildly elevated levels of parent reported psychological difficulties in children with IDDM (Close, Davies, Price, & Goodyer, 1986; Fonagy, Moran, Lindsay, Kurtz, & Brown, 1987; Wysocki, Huxtable, Linscheid, & Wayne, 1989) , consistent with the twofold increase in maladjustment generally found in populations of chronically ill children (Lavigne & FaierRoutman, 1992) . The level of disturbance is generally less severe than that reported in children referred to mental health clinics, and symptoms are predominantly of the "internalizing" or neurotic kind such as anxiety, depression, body image disturbance, and social withdrawal (Pless & Nolan, 1991) . Specific risk and protective factors that might predict children most at risk for psychological difficulties are currently not well understood. The lack of empirical studies examining the interaction between developmental processes and impact of IDDM in the younger child is surprising given the theoretical attention directed to this issue (e.g., Cerreto & Travis, 1984) .
Families both affect and are affected by the presence of a chronically ill child. Patterns of communication, interactional styles, coalitions, and alliances within the family network may all be altered as the family adapts to the physical and psychological demands of managing a serious and complex illness (Cerreto & Travis, 1984) . In addition, family adaptation to the illness is not a static process but must change to take account of the child's developing capacity for self-management of the disease. Empirical attempts to demonstrate characteristic patterns of family interactions in diabetic families have produced inconsistent findings, with some studies reporting that families with a child with diabetes are more dysfunctional than those without a chronically ill member (Hanson, Henggeler, Harris, Burghen, & Moore, 1989) and others reporting few differences (Wertlieb, Hauser, & Jacobson, 1986) .
Better understanding of psychosocial and family variables is of particular importance in IDDM populations given the complex relationship between psychological factors and health outcome. Clinical intuition and early research supported a direct link between behavioral disturbance in the child, dysfunctional family functioning, and poor metabolic control (Simonds, Goldstein, Walker, & Rawlings, 1981) . However, more recent studies, using standardized psychological instruments and objective measures of metabolic control have produced findings that suggest that optimal psychological and health outcomes may not always coincide. For example, associations between poorer psychological adjustment, particularly symptoms of anxiety, depression and negative mood and better glycemic control have been reported (Close et al., 1986; Fonagy etal., 1987) . Evans and Hughes (1987) argued that strict parental supervision is associated with better control, but greater dependency in the child. These Findings suggest that the achievement of tight control may have a psychological cost. Rigidly organized, inflexible families have been associated with both better (Evans & Hughes, 1987; Klemp & La Greca, 1987) and poorer (Hanson et al., 1989 ) metabolic control in the child. Yet, Kovacs, Kass, Schnell, Goldston, and Marsh (1989) found no association between multiple aspects of family life and metabolic control in either the short or long term. It is possible that family factors interact with the developmental stage of the child, illness duration, and specific child variables such as temperament, IQ, and self-esteem to produce outcomes that are not tapped by linear models.
With few exceptions, previous studies have utilized small and unrepresentative samples and relied on retrospective reports of psychosocial variables and metabolic control history. Many of the constructs of interest, for example, "child adjustment" or "family functioning," are poorly defined and measured with instruments with inadequate or unreported psychometric properties. Most important, almost all previous research has been cross-sectional in design and, thus, unable to determine causal relationships between variables. Two longitudinal studies currently in progress involve predominantly middle-class samples of children between 8 and 16 years of age Wertlieb et al., 1986) . However, little is known of the adjustment of younger children, despite the strong clinical perception that IDDM is particularly disruptive to developmental trajectories and family life at the preschool age (Cerreto & Travis, 1984) . Prospective studies of large, representative samples are needed to identify specific risk and protective factors which may influence psychological and health outcomes for individual children. Family responses which may facilitate illness management and reduce the risk of disturbance in the child and family also need darificatioa Better understanding of risk and protective factors is a necessary precursor to targeted intervention programs. This paper describes the initial findings of a prospective study of children with newly diagnosed IDDM. Initial assessments may be of great importance as there is evidence that the initial response to IDDM may be strongly predictive of longer term adjustment in both children and adults (Jacobson et al., 1990; Kovacs et al., 1990a Kovacs et al., , 1990b . The conceptual framework of the study is based on previously proposed models (e.g., Wallander, Varni, Babani, Banis, & Wilcox, 1989) which view chronic illness as a potential stressor and suggest that child characteristics, parental mental health, and family system variables will interact to mediate successful coping and adaptation. In this study, a detailed assessment of child adjustment, parental mental health, and family functioning was con-Northam, Anderson, Adler, Werthcr, and Warm ducted at diagnosis and then repeated one year later to observe the initial process of adaptation. Standardized measures were used and information was obtained from multiple informants, including the child and parents. It was predicted that (a) the child and his or her parents would respond to the diagnosis with symptoms of psychological distress and dysfunctional family functioning, and (b) symptoms in both the child and parents would lessen, but not return to normal levels, over the ensuing 12 months.
METHODS

Participants
All children under 15 years of age who presented to The Royal Children's Hospital, Melbourne (RCH) with newly diagnosed IDDM from September 1990 to December 1992 formed the study population. Children were not enrolled in the study if no further contact with RCH was anticipated, if neither parent was able to complete questionnaires in English, or if the child with IDDM had a premorbid condition involving the central nervous system. One hundred twentyfour children elected to participate (88% of those eligible) and 17 refused.
Subjects were those children for whom a completed Child Behavior Checklist (CBCL) was available for both the initial and 1-year postdiagnosis assessments (TI = 106, 50M/56F). Subjects excluded because of incomplete data (n = 18) did not differ from those who completed both assessments on age, sex distribution, family structure, or socioeconomic status (SES). Mean age of participants was 7.6 years (SD = 3.6). Thirty children (28.3%) were classified as low SES, 57 (53.8%) as middle SES, and 19 (17.9%) as high SES. Ninety (84.9%) children lived with both biological parents, 14 (13.2%) lived with one parent, and 2 (1.9%) were adopted. The sample was divided into children ages <4 years (n = 18), children ages 4-11 years (n = 64), and adolescents ages > 11 years (n = 24), compatible with scoring procedures for the CBCL. The age division also facilitated examination of illness effects at discrete developmental stages, preschool, elementary school age, and adolescence.
Measures
Socioeconomic Status. SES measured using the Daniel Scale of Occupational Prestige (Daniel, 1983) , is based on a 6-point rating scale ranging from 1 (high) to 6 (low). The occupational status of the principal earner, usually the father, was used to rate SES. Scores of 1 and 2 were classified as high, 3 and 4 as middle, and 5 to 6 as low SES. Families dependent upon social welfare benefits were classified as low SES. 
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The Child Behavior Checklist. The CBCL (Achenbach, 1991 (Achenbach, , 1992 provides standardized information about behavior problems. Separate standardized forms are available for children 2 to 3 years and for children 4 to 18 years. The CBCL is completed by a parent and provides a total behavior problem score as well as scores for two second-order or broad-band factors labeled Internalizing and Externalizing. Internalizing symptoms refer to neurotic tendencies (e.g., depression, social withdrawal, anxiety), whereas externalizing symptoms refer to disruptive behaviors (e.g., lying, stealing, aggression, hyperactivity). The CBCL is also designed to identify syndromes of problems that tend to occur together. Principal components analysis of the normative data identified eight syndromes: Withdrawn, Somatic Complaints, Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, Delinquent Behavior, and Aggressive Behavior. Scores for total behavior problems and the broad-band factors are expressed as standardized T scores with a mean of 50 (SD = 10) with higher scores indicating greater pathology. A cutoff score of T > 60 defines a "borderline clinical range." Achenbach (1991) suggested that the use of raw scores is preferable when analyzing syndromes as they provide a more sensitive measure of mild levels of disturbance. In this study the CBCL was completed by mothers and by the father in three cases where they were the sole parent of the child. A recent Melbourne-based study (Bond, Nolan, Adler, & Robertson, 1994) found that the U.S. normative data are appropriate for use with Australian children.
The General Health Questionnaire. The GHQ-28 (Goldberg, 1978 ) is a 28-item screening measure of current psychiatric morbidity. It provides scores on four factors: Somatic Symptoms, Anxiety/Insomnia, Social Dysfunction, and Severe Depression, as well as a total morbidity score. The total morbidity score can be calculated in two ways, a Likert score obtained by assigning a weight to each position on the response scale (0-1-2-3) and a bimodal response score (0-0-1 -1) called the GHQ score. The GHQ score provides a description of symptom types while the Likert score also provides a measure of symptom intensity. In this study, a conservative cutoff score (greater than 5, using the GHQ score) was used to discriminate clinically significant symptomatology. Psychometric properties of the questionnaire are highly satisfactory. Each parent was asked to complete a GHQ.
Family Adaptability and Cohesion Evaluation Scales. FACES III (Olson, Portner, & Lavee, 1985) evaluates family functioning along two independent dimensions, Adaptability and Cohesion. Adaptability refers to the ability of a family system to change its power structure, roles, or rules in response to external stresses or developmental change. Cohesion is the emotional attachment family members have toward one another. Each dimension has four levels: disengaged, separated, connected, and enmeshed on Cohesion; and rigid, structured, flexible, and chaotic on Adaptability. Green, Harris, Forte, and Robinson (1991) suggested that associations between adjustment and the Adaptability and Cohe-Northam, Anderson, AdJer, Werther, and Warne sion dimensions are linear in nonclinical families. FACES 111 was completed separately by each parent. This measure was chosen because of its ability to discriminate between functional and dysfunctional families around two dimensions of family functioning likely to be affected by 1DDM. IDDM challenges families to adapt family routines and renegotiate divisions of responsibility between child and parents on an ongoing basis. At the same time, families must maintain healthy attachment while remaining alert to the potential for intrusive overinvolvement.
Procedure
All families with a newly diagnosed child between 1 and 14 years of age were contacted by the psychologist (E.N.) during the child's initial hospitalization. The study was fully described and if written consent was obtained, a home visit was arranged within 3 weeks of the child's discharge from hospital. At this interview, a semistructured questionnaire was used to obtain information about the family's previous and current functioning and psychological difficulties of individual family members. Both parents completed the standardized questionnaires described above. At the clinic visit closest to 12 months after the initial home visit, parents were asked to complete the same questionnaires again.
RESULTS
Child Behavior Problems
Mean T scores for the behavior problem scales of the CBCL and the percentages falling within the clinical range at diagnosis and 1 year later are presented in Table 1 . Children <4 and adolescents > 11 did not differ from norms in the percentage classified in the clinical range on any scale at either time point. At the first assessment, significantly more of the children 4 to 11 years scored within the clinical range on Internalizing, xHl) = 5.7, p < .03, and Total Behavior Problems, x 2^! ) = 5.7, p < .03, as compared with CBCL norms. These differences were no longer significant 1 year later. Effect size was used to examine mean r-score differences between the study sample and the U.S. norms. Using an effect size of 0.5 (one half of a standard deviation) as the critical value, there were no significant differences on Externalizing or Total Behavior Problems at diagnosis or 1 year later for any group. The Internalizing score of the children 4 to 11 was significantly above the norm at diagnosis; this score was significantly below the norm 1-year postdiagnosis for children <4 (effect size > 0.5).
Paired t tests were used to examine changes in summary scores over time. Scores tended to decrease over the year although statistically significant differ- ences were apparent only on the Internalizing score for children <4, r(17) = 2.75, p = .01, and the Internalizing, t(63) = 2.91, p < .01, Externalizing, r(63) = 2.46, p = .02, and Total Behavior Problems, f(63) = 3.37,p< .01, scores for children 4 to 11. Higher Externalizing scores 1-year postdiagnosis for children <4 and adolescents >11 were the exception to this pattern. The difference in scores for the younger children just failed to reach significance (p = .08) possibly because of the small sample.
Repeated measures ANOVAs were used to examine Gender, Age, and SES (low, middle, high) main effects and the Gender x Age interaction on the summary scores of the CBCL. There was a significant Gender effect over time on Internalizing problems, F(l, 100) = 4.90, p = .03, with boys having fewer symptoms 1 year after diagnosis. On Externalizing problems, there was a significant effect for Age, F{2, 100) = 5.70, p < .01, over time with symptoms increasing in the <4 and > 11 age groups but decreasing in the 4-to 11 -year group. There were no significant main or interaction effects on Total Behavior Problems. SES did not influence Internalizing or Externalizing scores but there was a significant effect on Total Behavior Problems, F(2, 103) = 3.43, p = .04, over time with the scores of the high and low SES groups going down and the scores of the middle group going up.
Syndrome raw scores of the IDDM sample were compared with those of the corresponding sex/age (boys 4-11, boys 12-18, girls 4-11, girls 12-18) normative group following the procedure recommended by Achenbach (1991) ( Table II) .
Boys 4 to 11 and girls 4 to 11 obtained significantly higher scores than norms on Somatic Complaints at both assessments, while boys > 11 were more symptomatic at diagnosis but not 1-year later. Girls 4 to 11 also obtained significantly higher scores on Withdrawal, Delinquent Behavior, and Aggressive Behavior at diagnosis, and on Thought Problems, Attention, and Delinquent Behavior 1-year later (all effect sizes > 0.5).
Parental Mental Health
GHQ scores above 5 were classified as being within a clinical range as suggested by Goldberg (1978) ; 38% of all mothers and 27% of fathers were in this range at diagnosis, with 24 and 22%, respectively, remaining so 1-year later. In an Australian community sample, 18.7% of females and 13.5% of males obtained clinical range scores (Finlay-Jones & Burvill, 1977) . Thus, significantly more of the study mothers, x^') = 8.52, p < .01, and fathers, X^l) = 4.71, p < .05, scored within the clinical range at diagnosis, in comparison to community norms, but the differences were nonsignificant 1-year later. GHQ subscale and summary scores for mothers, fathers and a comparison group (Prior, Sanson, & Oberklaid, 1989) .
At diagnosis, mean scores were significantly higher on Anxiety, Likert, and GHQ scores for mothers and fathers of children under 4 and 4 to 11 (all effect sizes > 0.5). In addition, scores were higher on Social Dysfunction for mothers of children under 4 and adolescents and for fathers of children 4 to 11. One-year later no differences remained significant. The Somatic Symptoms score was elevated for fathers of adolescents > 11 at one-year postdiagnosis, but not at the first assessment.
Age, Gender, and SES main effects and the Gender x Age interaction on GHQ subscale and summary scores were examined using repeated measures ANOVAs. There were no significant main or interaction effects on mothers scores. For fathers, there was a significant SES effect on Anxiety, F(2, 79) = 3.76, p = .03, over time, with scores of the high and low SES groups going down and scores of middle SES fathers remaining stable. There was a significant main effect for Gender, F(l, 74) = 4.48, p = .04, and an Age x Gender interaction, F(2, 74) = 4.47, p = .02, on fathers' Depression scores, which was explained by the higher scores for fathers of boys, particularly boys under 4 years.
Family Functioning
Mean Cohesion and Adaptability scores for the whole sample and for the separate age groups are presented in Table IV . Mean Cohesion and Adaptability scores for the whole group were not significantly different from norms. When data were analyzed by age group, however, Cohesion was higher for mothers of children <4 and Adaptability was lower for mothers of children 4 to 11 at diagnosis (effect size > 0.5). These differences were no longer significant 12 months later. Cohesion decreased significantly for mothers of children 4 to 11 over the year, t(59) = 2.50, p = .02. For fathers of adolescents > 11, Adaptability was significantly lower than norms 1-year postdiagnosis and Cohesion decreased significantly over the 12 months, /(13) = 2.57, p = .02.
Repeated measures ANOVAs were undertaken to examine Age, Gender, and SES main effects and Age x Gender interactions on Cohesion and Adaptability. There was a significant main effect for SES on Adaptability, F{2, 98) = 6.43, p < .01, with high SES mothers obtaining higher scores. On Cohesion, significant main effects were found for Age, F{2, 95) = 4.24, p = .02; and SES, F(2, 98) = 3.98, p = .02, with mothers of preschoolers obtaining higher scores and low SES mothers obtaining lower scores. For fathers, there was a significant SES effect on Adaptability, F(2, 75) = 3.46, p = .04, explained by the higher scores of high SES fathers. There were no significant main or interaction effects on Cohesion. FACES III scores were then assigned to the categories suggested by Olson et al. (1985) and compared with normative data. At diagnosis, significantly more mothers of children under 4, x 2^) = 27.88, p < .01, scored in the ConnectedEnmeshed categories on Cohesion and more mothers of children ages 4 to 11, X^l) = 12.40, p < .01, fell at the Rigid/Structured end of the spectrum on Adaptability than norms. One-year postdiagnosis, more mothers of adolescents, X^l) = 4.68, p < .05, scored in the Separated/Disengaged categories on Cohesion and significantly more of the total group, xHl) = 5.14, p < .05, mothers of 4-to 11-year-olds, x^O = 9.20, p < .01, and mothers of adolescents, x^l) = 7.92, p < .01, fell in the Structured/Rigid categories on Adaptability. More fathers of preschoolers, x 2^) = 4.24, p < .05, fell in the Connected/Enmeshed categories at diagnosis. One-year later, fewer fathers of children ages 4 to 11, X^l) = 3.9\, p < .05, and father of adolescents, x^l) = 4A2,p< .05, scored at this end of the spectrum. More fathers of adolescents, X'Hl) = 13.9, p< .01) scored in the Structured/Rigid categories on Adaptability 1-year postdiagnosis.
DISCUSSION
Our findings provide partial support for our hypothesis that the onset of diabetes would be associated with psychological symptoms that would lessen, but not disappear, in the 12 months following diagnosis. In this cohort, the onset of diabetes was associated with mildly elevated levels of mother-reported psychological distress in elementary school-age children, but not in preschoolers or adolescents. Both mothers and fathers of children under 11 years exhibited some distress at the time of diagnosis, particularly symptoms of anxiety and social disruption. However, 12 months later these symptoms had largely resolved and there was no evidence that the children or their parents were continuing to exhibit clinically significant levels of overall disturbance. The impact of diagnosis on family functioning showed a somewhat different pattern with responses varying with informant, age of the child, and SES. Furthermore, while patterns of family functioning changed over the 12 months, there was no evidence that the effects of IDDM diagnosis were diminishing.
The overall level of disturbance in the children was low. At the initial assessment significantly more of the children between 4 and 11 years of age scored within a borderline clinical range, although their mean summary scores on the CBCL were not significantly different from norms. This pattern suggests that those children who scored within the clinical range exhibited mild, rather than extreme levels of disturbance. This is consistent with previous evidence that children with chronic illness exhibit more symptoms than well children, but fewer symptoms than children referred to mental health clinics (Lavigne & FaierRoutman, 1992) . Twelve months later, the study group did not differ from norms in the numbers classified in the clinical range. In fact, children under 4 had significantly lower Internalizing scores. These low levels of maladjustment and the rapid resolution of symptoms are at variance with recent cross-sectional research suggesting moderately high levels of disturbance in children with diabetes (Close et al., 1986; Fonagy et al., 1987) . They are also inconsistent with the findings of a recent meta-analytic study of Lavigne and Faier-Routman (1992) which confirmed an increased incidence of psychological difficulties in children with chronic illness. However, our findings are in line with those of Wertlieb et al. (1986) who compared children with recent-onset IDDM and a group with a recent acute medical problem and found no differences on a range of psychosocial measures, once the effects of SES had been controlled.
Intuitively, one would expect an emotional response to the experience of hospitalization, the "loss of a healthy identity" and the instigation of a restrictive and painful treatment regimen and our results provide some support for this. It is possible, though, that after the initial shock, the child benefits from the sense of physical well-being that accompanies the initiation of appropriate treatment. The attention and special status within the family conferred by the diagnosis may also serve as a temporary protective factor. A true appreciation of the chronicity of the condition and the implications and limitations imposed by diabetes may emerge later in the course of the illness, mediated by such factors as developmental stage. The findings of Kovacs et al., 1990b) provide some support for this possibility. In the initial reports of their longitudinal study, they found that 36% of the children obtained a psychiatric diagnosis (predominantly adjustment disorder) in the weeks immediately after diagnosis,with rapid remission of symptoms within the first 6 to 9 months. However, they subsequently found that the children became more symptomatic again as the years since diagnosis increased, suggesting a quadratic relationship between duration of illness and psychological maladjustment. Longer term follow-up is necessary to determine whether this pattern is replicated in the current study.
In this study, girls between 4 and 11 years of age were the most symptomatic group at diagnosis and remained so a year later, in contrast to previous research (Rovet, Ehrlich, & Hoppe, 1987; Wallander, Varni, Babani, Banis, & Wilcox, 1988) which has consistently found that chronically ill boys exhibit more maladjustment at least until adolescence (as do boys in general) and that problems increase with age (Eiser, Havermans, Pancer, & Eiser, 1992) . The adolescents showed little disturbance in the early stages of adjustment to IDDM, consistent with the findings of Wertlieb et al. (1986) in their report of the initial response of their early adolescent sample. It is possible that the adolescent is less troubled by hospitalization and daily finger pricks while their greater maturity and more sophisticated cognitive abilities enable them to seek and comprehend explanations, thereby reducing the initial distress. Over time, their resentment of the restrictions imposed by IDDM on a teenage life-style may grow while their capacity for hypothetical thinking may lead to increased awareness of the potential implications of IDDM for future health, career, sexuality and life choices. Some support for this interpretation is provided by our finding that externalizing symptoms did increase over the year in this age group, in contrast to the general trend towards lower level of disturbance. In contrast, elementary school-age children may be more concerned with "what is" than with "what will be," leading to a heightened response initially which resolves as they become accustomed to a diabetic life-style.
These findings regarding children under 4 are intriguing given the strong clinical perception that IDDM is likely to be particularly distressing to the young child and his/her parents (Cerreto & Travis, 1984) . This age group has rarely been studied, possibly because of small numbers in any single center, but our findings are a direct contrast to a study by Wysocki et al. (1989) . They found significantly higher Internalizing scores in their preschool sample, while the children under 4 in this study did not exhibit significant disturbance on any scale, at either time point. In fact, at 1-year postdiagnosis, their Internalizing scores were significantly below the norm. One possible explanation for the discrepancy is the inclusion of children up to 6 years of age in the Wysocki et al. (1989) sample. In this study, children 4 to 6 were included in the elementary school-age group, a group which did have elevated Internalizing scores, although only at the time of diagnosis. It is notable that Externalizing symptoms increased over the year in the children under 4 and this increase may well have been significant in a larger sample. Intuitively, it does seem possible that the very young child will be less affected by the psychological impact of diagnosis but will increasingly respond to finger pricks and diabetes-imposed restrictions with active protest behaviors. Low scores, particularly on the Internalizing scale, may reflect a response bias in that mothers may be reluctant to complain about behaviors in a child who seems vulnerable. They may dismiss symptoms as understandable under the circumstances and, therefore, not report them as problems. Alternatively, mothers may be so preoccupied with practical management tasks and the conflicts that ensue around these, that they miss more subtle symptoms of distress.
The specific symptoms reported for children in the current study show both consistencies and discrepancies with previous research. Heightened anxiety and depressive symptoms, which have often been featured in previous reports (e.g., , were not apparent at either assessment. Somatic concerns were the most consistently reported symptom in this cohort, as they were in the study by Wallander et al. (1988) . Somatic symptoms pose special problems of interpretation in chronically ill children. Perrin, Stein, and Drotar Northam, Anderson, Adler, Werther, and Warn* (1991) have correctly pointed out that items scored on the Somatic Complaints subscale of the CBCL may reflect physiological symptoms related to illness rather than psychopathological processes. It is certainly true that parents might report "feels dizzy" or "stares blankly" for a child having a hypoglycemic episode. In this study, particular emphasis was placed on the instruction that symptoms should only be reported when there was no apparent physical cause, but is impossible to know how parents interpreted this direction. On the other hand, it seems equally unwise to dismiss all complaints of physical distress as inevitable consequences of the illness. A close relationship between somatic symptoms and childhood depression has been proposed (McCauley, Carlson, & Calderon, 1991) , suggesting that children in general may "somatize" psychological distress. This may be accentuated in chronically ill children who are encouraged to be aware of bodily symptoms and accustomed to eliciting parental attention by reporting such symptoms. Rothbaum, Salas, and Heiss (1992) , in their study of children with diabetes, found that child reports of bodily symptoms could not be explained solely by metabolic factors, but also reflected the child's psychological state. This suggests that one should not automatically ascribe physical causes to the somatic symptoms reported by chronically ill children.
In this study, parents' symptoms of psychiatric morbidity were mildly elevated initially but declined over the first year of their child's illness. This is consistent with the findings of , although these authors subsequently found that maternal distress slowly increased again as time went on, with initial psychiatric status a strong predictor of subsequent symptoms. From our findings, it appears that both mothers and fathers were affected by the diagnosis, although more of the mothers scored in the clinical range. This is consistent with previous reports that mothers of chronically ill children experience more psychiatric difficulties than fathers Timko, Stovel, & Moos, 1992) . Maternal distress was not related to SES or the gender of the child with IDDM, although parents of children ages 4 to 11 years were more symptomatic man parents of preschoolers or adolescents. Parental distress was least apparent in the adolescent group, possibly because parents feel less directly affected by the diagnosis, given the adolescent's greater maturity and capacity for self-management.
In this study, anxiety was the most consistent symptom reported by fathers and mothers, with social disruption reported by mothers of preschoolers and adolescents and by fathers of children ages 4 to 11. The low level of depressive symptoms reported by mothers is a little surprising. It has often been suggested that the diagnosis of a chronic illness in a child elicits a grief reaction, similar to mourning the death of a family member. Mild depression was a prominent feature in the mothers of newly diagnosed children in the study by . Our somewhat different findings may relate to our decision to use a general measure of psychiatric morbidity rather than a specific measure of depression. Alternatively, it may indicate that at least in this sample, anxiety is the initial response, which over time may evolve into the depressive symptoms more commonly described in other studies. IDDM demands that parents exercise judgment about treatment decisions on a daily basis and it seems reasonable that this would evoke considerable anxiety, at least in the initial stages of the disease. That parents initially experience disruption to their social activities is not surprising given the concern that many feel about leaving a child who has a complex medical condition with an inexperienced babysitter or extended family member. That fathers of boys report more depression is intriguing, although the fact that this was particularly evident in boys under 4 should be interpreted with caution, given the small numbers on which this finding is based. Possibly it troubles fathers more to have a "physically imperfect" son than a daughter.
The findings related to family functioning were complex. The initial response of parents to the diagnosis of IDDM in the preschool children was a strengthening of emotional bonds and closeness. Although this diminished over the first 12 months, significantly more mothers and fathers remain at the Connected/Enmeshed end of the spectrum 12 months later, relative to norms. Somewhat surprisingly, parents of preschoolers did not respond by becoming more controlling and more structured around family activities, rather they appeared to adapt by increasing the level of emotional closeness between family members. The opposite pattern emerged for parents of elementary school-age children and adolescents. Family cohesion, as reported by both parents, tended to diminish and there was a shift towards a more emotionally distant and controlling pattern of family organization. Hanson et al. (1989) and Wertlieb et al. (1986) also found that families with an IDDM child tended to be more tightly organized than families in general, although neither reported an effect on family cohesion. It is possible that parents of preschoolers are more confident of their capacity to enforce treatment compliance without needing to alter the basic structural organization of the family. Parents of older children may feel an imminent loss of control as the child is becoming increasingly capable of making independent decisions about treatment requirements.
These findings underscore the resilience of most children and their parents when confronted by the diagnosis of IDDM. One year after disease onset, overall levels of both child and parental psychological well-being were within normal limits. Family functioning, on the other hand, appeared more sensitive to illness effects. However, these findings are preliminary and should be interpreted with caution in the light of suggestive evidence, from another longitudinal study, that symptoms may increase over the long term, after an initial process of successful adaptation (Kovacs et al., 1990a; 1990b) . If this pattern is confirmed, it may be of considerable clinical significance as it suggests that the period following the initial adjustment may provide a window of opportunity for targeted intervention programs aimed at reducing long-term sequelae. Future reports will incorporate assessments of life events, neuroticism, child self-esteem, temperament, IQ, and illness parameters in addition to current measures to test a predictive model of both psychological and health outcome.
